ot 1% LVIV O Lo VUTIY ) LIV U AY fo £

o PRINTED: 00/02/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SEH\MCES _ COMB NO, 0038-0361
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {M3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING .
B, WINQ
165337 08/19/2010
NAME OF PROVIDER OR SUPPLIER S8TREET ADDRERS, CITY, STATE, ZIP GODE
) b
LEE COUNTY CARE & REHABILITATION CENTER 240 EAST MAIN SYREEY
BEATTYVILLE, KY 41311
{X4) 1D BUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION ()
PAEBFIX (ERCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO8B-AEFEAENCED TO THE APPRQPH!AT E DATE
DEFIGIENGY}
F 000 | INITIAL COMMENTS F 000

Lee County Care and Rehabilitation

_— » Center does not believe and does not
A Recertification Burvey was Initiated on 08/17/10

and concluded on 08/19/10. A Life Safety Code - pdmit that_ any deﬁde_ndes existed,
Survey was conducted on 08/19/10. Deficlencies lpefore, during or after the survey. The

were cited with highest Scope and Severity of an Facility reserves the right.to contest the

:‘ié 2501 FHéE OF ACCIDENT ' survey  findings through  informal

F 323 . _ . F 323 4ispute [uti f 1 1
88=€ | HAZARDS/SUPERVISION/DEVICES epute xesoldtion, ormal  appea
proceedings or any administrative or

Tha tacillty must ensure that the resident ~ fegal proceedings.  This plan of
environment remalns as fres of accident hazards correction is not meant to establish any

as is possible; and each regident raceives standard of care, contract obligation or
adaquate supervision and esslstance davices to osition and the Facility reserves all
| prevent accldents. P ity

rights to raise all possible contentions
and  defenses in any type of civil or
criminal claim, action or proceeding.

This REQUIREMENT Is not met as evidenced Nothing contained in this plan of
by: correction should be considered as a
Based on observation, interview and record wajver of any potentially applicable

review it was determined the fagilily failed 1o
ensure thal the residents’ environment was froe
of accident hazards. Observation revealad an |

Peer Review, Quality Assurance or self
critical examination privilege which

unsecured soiled linen room on C Hall, which the Facility doss not waive and
containad hazardous chernicals. Additional reserves the right to assert in any
observattoq revealad an unlocked, unmonitored administrative, civil or criminal claim,
Eou:tsekeepm cart was found on the Seasons action or proceeding. The facility

- pffers its esponse, credible allegations
The tindings include: of compliance and plan of correction as

part of its ongoing etforts to provide

1. Observatlon on 08/17/10 at 4:05 PM, revealed qua]lty of care to residents.

ihe solied linen room on C Hall was not secured.
The door was notloed to have a Keypad lock
ingtalled, but was not completely closed and was
easlly accessible. Further observation revealed
no staff were In the solled linen rcom. The room
contalned a thiy (30) ounce boltle of lime

LABORATORY DINECTOR'S OR PAOVICERVSUPPLIER REPRESENTATIVES SIGNATURE T {x8} DATE
' Cﬂ}(— Administrator 09/14/10

Any deliclency statement ending with an asterisk (*) denotes & deticiency which 1he Institullon may be sxcuzed from corregiing providing )L |g determined that
othar sateguards provide sufffclent protection to the pallents. {Sea Instructions.) Excaptior nurslng homes, the findinga stated above ara disclosable 80 days
Toliowing the data of survey whather or not & plan of correction ls provided. For nursing homes, the above findings and plane of correstion are diaclosabls 14

days tollowing the date these documents are made avallable 10 the faclliyy. It deficlencles are clted. an approved plan of correction Is requisite to continued
program participailon.
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ramoval; a 2.5 gallon container of Suriite; and, an
18.5 ounoe aerosol can of Lift Off in an
unsecured cabinet undermesth the sink. In
addition, ohaervation revealed a door fo the
laundry room was acoessibie Irom the solled iinan
reom,

Raview of the Materlal Safely Data Sheet (MSDS)
for the lime removal revealed It contained
material which causes damage to the lungs, -
upper respiratory tract, akin and syes, and that it
may cause burns to the mouth, throat and
stomach If swallowed. The MSDS far Surlite
revaeatad It to be harmiul or tatal it swallowed,

| causing chemical burng to the mouth, throat and

stomach, as well as the potential to cause
blindnass If exposed to eyes. Review of the

‘MSDS for Lilt Off revealed that the Inhalation of

the concentrated product could be harmful or
fatal.

On 08/17/10 at 4:10 PM, an interview was
conducted with Laundry Employee #1. Laundry
Employee #1 stated she last entered through the
laundry room door which was cannactad to the
outside hall, sacured by a keypad, Laundry
Employee #1 stated the Certlfled Nursing

| Assistants (CNAs) used the room to store solled

inens to be laundered. Laundry Employee #1

staled that sometimas the door 1o the solled linen -

room does not fully ¢lose due to a difference in air
pressure when the washers and dryers were
running. '

In an interview with the Housekeeping Supervigor
on 0B8/17/10 at 4:20 PM, [t was revealed that staff
were aware of the praoblem of the door to the
solled linen room on G Hall not closing all the
way. The Housekeeplng Supervisor stated CNAs
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A ddress what corrective action will be

pccomplished for those residents found

to _be affected by the deficient
ractice/Specific corrective action,

No residents were identified. |

The Maintenance Director ordered a
hew, stronger door closure on
8/17/10/09 for the C Wing soiled linen
rQOMm. '

The Maintenance Director installed the
hew door closure on 08/30/10.

The Housekeeping/Laundry Director
installed & lock on the cabinets
containing chericals on 8/17/10.
Flousekeeping  staff  reported  the
proken lock on the housekeeping cart
to maintenance and the lock was
repaired on 8/19/10.

Address how the facility will identify
be affected by the same deficient
practice/Explanation of steps taken to
identify other areas of same deficient

practice.

Any resident with access to C Wing
had the potential to be affected.

On 8/17/10, the Maintenance Director
pand Housekeeping/Laundry Director
checked all  other areas where
chemicals are stored to ensure that

FORM CMS-2567{02-98) Fravigus Varglons Obsolets
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| aware thal chemicals were stored under the sink

use the soiled linen room to store solled iinens,
and that CNAs have been reminded to ensure the
door was closed.

During an interview on 08/18/10 at 10:26 AM with
the Housskeepling Supervisor and the Plant
Director, it was reported the solled inen room
door on C Hall had been identifled as a problem
on 04/30/10, during weekly malmenance rounds.
The Plant Direotor stated that stronger door
closures had been installed on 05/01/10 in an
sffort to address this problem, The
Housekeeping Supervisor stated she was not

in the soilsd linen room.

2. Obsarvalion on 08/19/10 at 9:00 AM, revealed
a housekeeping car on the Seasons Unit to be
untocked and not monitorad. Further observation
of the cart revealed it contalned Lysol 4 in 1; Lysol
Foam; a disinfectant; tile cleansr, window cleanet,
air froshener, lime remover and scented frosher.

Review of the MBDS entry for tile cleanar
revealed that it may cause nausea and vomiting if
ingested, and was a moderate eye Irrltant. The
MSDS lor window cleaner raveeied that it
contained material which damages the Kidneys
and liver, and may causs damage to the upper
respiratory tract and the central nervous system.
The MSDS for lime remover reveated It contained
material which causes damags to the lungs,
upper respiratory lract, skin and eyes, and that it
may cause burns 10 1the mouth, throat and
stomach If swallowed. The MSDS for Champion
Spray Soents revealed that Inhalation may cause
headaches, dizziness and nauses.

An interview with Housekeeper #1 was conducted

doors are closing -appropriately and
chemicals are secure and under lock.

On 8/19/10, the Maintenance Director
and Housekeeping /Laundry Director
checked the other housekeeping carts
to ensure the locks were functioning
correctly. '

Address _what measures will be put
into place or systemic changes made to

tensure_that the deficient practice will
inot recur.

On 8/27/10, the

(X4} 1o SUMMARY STATEMENT OF DEFICIENCIGS )] PROWDER'S PLAN QF CORREQTION (X5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TO THE APPAQPRIATE DAYE
DERICIENCY)
F 323 Continued From page 2 F 323

Housekeeping/Laundry Director in-
serviced housekeeping/laundry  staff.
on securing chemicals and preventing
resident access to chemicals in the

* |housekeeping

soiled Jinen room and on the
carts. Staff were
instructed to complete maintenance
orders for any door not closing or
locking and for broken locks on carts.
Laundry staff will check the door to
the C Wing soiled linen room and that
the cabinets are locked, each shift.
Housekeeping staff will check that the
locks on the housekeeping carts are
working correctly, each day.

Any issue  will be  corrected
immediately and  reported to
Meaintenance and the Housekeeping

Director.
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F 323 | Continued From page 3 F 323
on 08/19/10 at 2:10 AM. Housekeepar #1 stated dicat W i b
she lefl the housekeeping cart unlocked while in a o ,
resident's room. She stated that she shoutd have monitor its performance to ensure that
had & key for the housekeeping car, bul the keys solutions are sustained.
she tried dldn't work. . Housekeepsr #1 stated that
the .canl sholuld be lqckgd 1o keep residents from The Housekeeping Director and
getting into it and drinking or exposing them 1o . . L
chemidals. ‘ Maintenance Director will conduct
' weekly environmental rounds.
An intervisw was conducted with the Any issues identified will be addressed
Housekesping Supervisor on 08/19/10 at 9:30 immediately, and results of the rounds
AM. The Housekeeping Supervisor stated that eported }l th thl OA
the looks on the housekeeping carts were reporte 0 the monthly
replaced in June, and that all housekeepers committes, with system revisions, staff
ghould have keys to their cart, The training, and/or disciplinary actions, as
Housekeeping Supervisor had extra keys in her needed.
office, and attempted to lock the housekeeping
cant. It was determined that the lock on the : _ )
housekeeping cart was broken, as it could nol be Include_dates when corrective actior
locked. will be ¢ eted. (08/31/10
F 329 483.25()) DARUG REGIMEN I8 FREE FROM F 320
85=0 | UNNECESSARY DRUGS F329
Each resldent's drug regimen must be free fram Address what corrective action will be
unnecessary drugs. An unnecessary drug ia any accomplished for those residents found
drug when used in excessive doss {including to be affected by the deficient
duplicale therapy); or for excessive duration; or practice/specific corrective action.,
without adequate monitoring; or withaut adéquate
indlcatlons for Its use; or in the presance of _ : .
adverss consequences which indicate the dose Resident #5:  The resident had a
should be reduced or discontinued; or any Dilantin level done on admission and
comblnations of the reasons above., the results were within normal range.
: On 8/18/10, the Staff Development
Based on a comprahensive assassment of a Coordi Hed  th
restdent, the tacillty must snsure that residents fcoordinator, an RN, called the
who have nol used antipaychotic drugs are not physician and obtained an order for a
given these drugs unless antipsychotlc drug routine monthly routine level.  The
lherapy is necessary to treat a specific condition “ltesults were also within normal range.
as diagnosed and documented in the clinical
FORM CMS-25687(0289) Provious Varslons Obsolale Event ID: HQBW11 Fachiity 1D; 100264 If continuation sheel Paga 4 of 12
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F 329 | Continued From page 4 F 329
record; and resldents who uss antipaychotlo . - .
drugs recsive gradual dose reductions, and Address ) aw the , by w ;
‘hehavioral Interventions, unless clinlcally other residents having the potential to
contraindicated, in an effort to discontinue these be affected by the same deficient
drugs. : ' pragtice/Explanation of steps taken to
identify other areas of same deficient
practice.

On 8/19/10, the Director of Nursing
This AEQUIREMENT is not met as evidenced

by checked all charts of residents

Based on observation, interview, and record receiVing. Dilantin medication.  All

review it was determined the facllity falled to other residents had a routine order as
| provide adequate monitoring of medications for recommended by the Pharmacist.

one (1) of twenty-two (22} sampled residents
(Resldent #5) to ensure the resident did not

recelve unnacessary drugs. Resldent #5 was . Address what measures will be put
admitted to the facllity on 04/29/10; the physiclan nto place or systemic changes made to
ordered- a serum Dilantin (an anticonvylsant) level ensure that t icient practice will

to be drawn on 05/04/10. However, the taciiity
did not ensure orders were oblainad to monitor
the Dilantin rautinely.

not recus.

On 9/3/10, the Director of Nursing in-
serviced all licensed nursing staff on
the pharmacy recommendations for
medication routine blood levels.

The findings Inalude:

Review of the clinical record revealed Residant

#5 was admitted to the facillly on 04/26/10 with Nursing administration staff will bring
diagnoges which Included Renal Fallure, Anoxic all physicians orders to the morning
Bralh Injury, Diabetes Mellitus, Cerebrovascular meeting for review and discussion of

Accldent with Paraplegla, Seizures, Alcohal

. th dicati nitoring per
Abuse, and Respiratory Failure. ¢ need of medication mon &p

pharmacy guidelines. The Director of
Review of the resident's admission orders Nursing/Unit Manager will provide
revealed an order tor the administration ot the consulting pharmacist with a list of
Dilantin 260 mitligram via the resident's
gastrostomy the every twelve (12) hours,
Further review revealed the physiclan ordersd a

all new admits for recommendation of
medication levels.

FORM GMS-2667(02-88) Previous Verslons Obsoleta Evenl ID:HQSW 14 Faclilty 10: 100284 I conttnuation shaet Page & of 12
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serumn Dilantin level to be drawn on 05/04/10,
which was within normal limits. Revlew of the
clinical record revealed no documented evidence
af orders to obtain Dilantin tevels routinsly to
monilor the medication.

An Interview was conducted on 08/19/10 at 9:30
AM with Registered Nurse (RN) #1, the Staff
Development Coordinator, and a #oat staff nurse,
who regutarly provided care for Residant #5.
Further Interview revealed Resident #5 needed
Dilantin levels drawn on & regular basis, not just
on admission. Further inlerview revealed she did
not know why this had not been addressed for
Reasident #5,

On 08/19/10 at 9:40 AM, intervisw with RN #2, a
staff nurse on Resldent #5's wing, revealed
continuas monitoring of blood serum levels was
necessary on all residents receiving Dllantin.
Further interview revealed she did not know'why
Dilantint levels were nol being drawn on a
schedule determined by the physician.

On 0B/19/10 at 10:40 AM, interview with RN #3,
the Director of Nurses, (DON) revealed the Unit
Manager, along with the wing nurses, were
responsible for ensuring necessary laboratory
blood levels were drawn perlodicaily on residents
by reviewing all new physician orders upon
resident admigslon . The DON further stated all
new physiclan orders were discussed at daily
moriing mestings and a written log was kept of
madications that required therapeutic monitaring.
She stated the meetinga were held for the
purpose of ensuring all necessary protacols
related o the orders were followed, such as
alerting the doctor that certain additional arders,
such as {aboratory monitoring, was necassary.

{xa) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDEA'S PLAN OF GORREGTION X8}
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD PE COMPLETION
TAG REGQULATGAY OR LEC INENTIEYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DaTE
DEFIGIENDY)
F 329 | Continued From page 5 F 329Indicate how the facilit t

monitor its performance to ensure that

solutions are sustained.

Medical records will audit 10% of all
residents chart weekly to ensure all
medication requiring labs is on a
routine. Any issue will be addressed,
immediately.  All findings will be
reported to the Monthly QA committee
with revisions if necessary.

Include dates when corrective actio
will be completed. 09/10/10

FORM CMS-2567(02.99) Previoys Verglons Obsolsts Event 1D: HOSW11
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83=C | INFORMATION

| Tha tagcility must post the following information on
& dally baais:
o Facliity name.
o The current date.
¢ The tolal number and the actual hours worked
by the following categoties of licensed and
unlicensed nursing stafl directly remponsuble for
resident care par shilt;
- Registered nuraes.
- Licensed practical nurges or licensed
vocational nurses (as defined under State law).
- Certified nurse aldes.
o Resident census.

The faclity must post the nurse staffing data
spaoified above on a dally basis at the beginning
of each shift. Data must be postad as follows: .
o Clear and readable format.

o In a prominent place readlly accessible to
residents and visltors.

The facllity must, upon oral or written request,
meake nurse staffing data availabie to the public

for review at a cost not to exceed the community
standard.

The facility must malntain the posled daily nurse
staffing data for g minimum of 18 months, or as
required by Slate law, whichever s greater.

This AEQUIREMENT is not met as evidencsd
by:

Address what corrective action will be

!
accomplished for those residents found
tg_b ected by the deficient
cticefspecifi ive action.

On  8/19/10, the  administrator
formulated the correct format for
posting the daily staffing. The new
daily staffing sheet was visibly posted
at the front entrance into the facility.

Address how the facility will identify

t idents having the potential to
be affected by the e deficient

ractice/Explanation of steps taken t
|identify other_areas o ¢ defjcient
practice,

No residents were identified to be
affected.

The new daily steffing sheet was
visibly posted at the front entrance into
the facility.

Address what_measures will be put
into place or systemic ¢ = det

ensure that the deficient practice will
not recur.

{x4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 10 PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-AEFERENGED TC THE APPROPRIATE DATE
DEFICIENCY)
F 329 Continued From page 6 _ F 329
~ ' Further interview revealsd the DON was currently
respongible for this responsibility, and had
overlooked lhis on Resldent #5. .
F 356 | 483.30(6) POSTED NUHSE STAFFING F 366|E356

FORM CMS-2607(02-00) Previous. Versions Obcolots Bvent ID:HQ3W11
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(%8) 10 SUMMARY BTATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPADPRIATE oate
: DEFIGIENGY)
F 366 | Continued From page.7 F 356|On 8/19/10, the Director of Nursing in-
gafed ?” g?ﬁer;’at!f?t';?nrj L”:BW iev: it was il serviced the central scheduler on the
etermined the facility tailed to post nurse staffing .
data In the correct format and in a prominent new staffing format to be placed at the
place readily accessible to residents and visitors. front entrance.  Daily staffing -sheets
will be vigibly posted at the front
The findings Include: entrance way into the facility.
Observation revealed a central sohedule posted _ facill |
in the hallway between the main dinlng room and Indicate how the facility plans_to
the A-B Unit. However, this information was not onitoy its pe ) tha
presented In a clear and readable formal solutions are sustained
understandable by most visitors, nor was it
posted on & daily basis and updated each shift. ; .
Daily schedules were posted on the A-8 Unit, but The Director of Nursing /Department
they were behind closed doors and not accessible Managers will monitor the staffing
1o resldants and visitors. sheet, daily. Any issue will be
ob | l6d daily achadul addressed, immediately. All findings
gervallon revealed dally achedules were .
postad on the Unit C and Seasons Unit. However will b? IQPO_Tted tt? -the Monthly QA
these were not prominently displayed and were commymittee with revisions if necessaxy.
not in the correct format, and werse not updated
gach shift. clude dates when correctiv th
An interview with thie Administrator and the will be completed. 08/31/10 _
Director of Nursing (DON) on 08/19/10 at 2:35
PM revealed they were unaware of the specific
requirements of the regulalion. Further imerview
revealed the facllity's posting did not meet the
regulatory requirements, and was not prominently
displayed and accessible to all residents and
visltors.
F 371 | 483.35(i) FOOD PROCURE, _ F 371jAddress what corrective action will be
88=F | STORE/PAEPARE/SERVE - SANITARY c ‘ahe those resident
y__the deficient
The feclity must - to l:fe affe.csed b . e . eficien
(1) Procure food from sources approved or practice/specific corrective action,
considered salisfactory by Federal, State or local _
authorities; and . No residents were identified.
(2) Slore, prepare, distribute and serve food On 8/17/10, the Dietary Manager

FORM CM8-2807(02-00) Provious Verelons Obsolele Event ID:HQSWT
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under sanitary conditions

This REQUIREMENT is not met as evidenced
by

Based on observation, intervisw and record
review it wes determined the facility failed to
stora, prepare, distribute and serve food under
sanilary ¢onditions, Durlng initla) tour a bottle of
tubbing alcohol was noted to be stored on the
bread rack. The walk-in freezer was noted to
'have Ice builldup. The relrigerator in the kitchen
was noted to have sealant hanging loose on the
inside of the full machine. Dishes were stored
wet, and refrigerator #3 was noted to have water
dripping fram the condenser into 2 full size hotel
pans sitting an the top rack of the refrigerator.

The findings Include:

1. Qbservalion on 08/17/10 at 10:256 AM revealed
rubbing alcohol was stored on its side on the
bread rack along with loaves of bread. About a
teaspoon and a half of the chemical remained in
the container.

Interview with the Dietary Manager 08/17/10 at
10:25 AM revealed the chemical was used to
¢lean the flgor in the freezer bacause it doss not
“|{reeze. She further indicated the chemical should
hot have been stored on the bread racgk, it should
have been thrown away alter staff had finished
using the chamical to clean.

2. Observation on 08/17/10 at 10:30 AM revealed
stand alone refrigerator #3 had water dripping

removed and disposed of the rubbing
alcohol container on the bread rack.
The . Dietary -Manager notified
maintenance of the water dripping in
refrigerator #3. -~ On 8/18/10, the
Maintenance  Director  called  the
refrigerator service company and the
refrigerator was repaired.

The Dietary Manager removed the
four wet coffee cups and five quarter
size pans and took to dish yoom.

On 8/17/10,  the Dietary Manager
removed the loose sealant from the
metal rim on the door of the ice
machine. |
On 8/18/10, the Maintenance Directox
was notified of the loose sealant on the
ice machine and was repaired.

On B8/19/10, the Dietary Manager
removed the ice build up on the back
wall of the freezer below the pipe and
floor next to the wall.

On 8/24/10 the Maintenance Director
sealed the areas causing the ice build-
up in the freezer.

On  8/19/10, the Dietary Manager
removed and discarded the package of
sweet potatdes with ice build-up on the
top of the package.

On  8/20/10, the Dietary Manager

Aide #4 on the proper way to wash
hands and then apply gloves.

coached and counseled the Dietary

FORM GMS-QBW(M-B‘B) Previous Varsions Obsolats Evenl iD:HQSW 1
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from the condenser and two hotel glze pans were
stored on the top rack catching the water,
Glasses of Juloe In individual glasses wers stored
In this refrigerator on the middle and bottom
racks, as well ag blooks of cheesa.

Interview with the Distary Menager on 08/17/10 at
10:32 AM rovealed the pans were placed so the
water would not Jeak on anything stored below.
She indicated she had malntenance records to
document upkeep on the refrigerator.

On-08/17/10 at 4:50 PM the Dietary Manager
revealed the facillty could not locate the previous
malntenance records tor this particular
refrigerator.

Imerview with the Distary Manager an 08/18/10 at

| 3:00 PM revealed she was not sure how long the

refrigerator had been leaking, describing it as
having been a whils.

J. Observation on 08/17/10 at 10:43 AM revesled
four (4) colfee cups which were stored wet along
with clean dry cups.

Infarviow with the Dietary Manager on 08/17/10 at
10:44 AM revealed the cups shoutd have been air
dried befors being stored for use.

4. Observation on 08/17/10 a1 10:45 AM revealed
the Ice machine had loose sealant on the inside
around the trim of the metal dim on which the door
sits when closed, The sealant was hanging locse
about five (5) inches in length from the tap right
slde and approximately two (2) inches in length
from 1he bottom right side.

Interview with the Dietary Manager on 08/17/10 al
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Address how the facility will identify
-~ |other residents having the potential to
; be affected by the same deficient
practice/Explanation of steps taken to
lidentify other arcas of same deficient

practice.

Any resident has the potential to be
affected. :

On 8/17/10, the Dietary Manager
checked all freezer. and refrigerator
racks in the dietary area for potential of
any hazardous chemical and food
contact; none found.

On 8/17/10, -the Dietary manager in-
serviced all staff on proper storage of
chemicals and proper discarding of
empty containers. :
On 8/20/10, the Maintenance Director
and Dietary Manager inspected all
other refrigerators; no water dripping
noted in other refrigerators.

On 8/17/10, the Dietary Manager
inspected the dishes, pots, and pans for
wetness; none to be found.

On 8/20/10, the Maintenance Director
and Dietary Manager inspected all ice
machines: no loose sealant noted on
the rim of the door.

On  8/19/10, the Dietary Manager
removed the ice from the back of the
wall of the freezer and checked the
other freezer for ice build-up.
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On 8/19/10, the Dietary Managex

| 10:46 AM revealed Maintenance changes the checked all boxes in the freezer for ice;

fliter once a month and dietary staff clean the ice

machine once a week. ‘  inone found.
, " 1On 8/25/10, the Registered Dietitian in-
§. Qbservation on 08/17/10 a1 10:50 AM revealed serviced dietary staff on the proper

five (5) quartar size hotel pans stored wet along

dure of hand washing.
wih claan, dry pans. procedure of han shing

\

Interview with the Dietary Manager on 08/17/10 at Address what measures will be put

10:52 AM revealed the pans should have been alr into place or éystemic changes made to
dried bofore baing stored tor later use. ensure that the deficient practice will
8. Obszervation on 08A17/10 at 10:55 AM revealsd not recur.

ice build up on the back wall heiow the pipe and

Jica bulld up on the floor next to the back wall On 8/20/10, the Dietary Manager in-
below the pipe of approximately basebalt slze. serviced dietary staff on the proper
Observation on 08/19/1C at 3:00 PM revealed the Pmcedure of Sw‘nng, chemlcal‘ and
ice build up observed on 08/17/10 in the freezer hazardous material -in the dietary
remained present, department.

The Dietaty ManagerfDletary staff will

Interview with the Dietary Manager on 08/17/10 at check daily to assure all chemicals are

10:56 AM revealed the freezer had recently had

replacement paris installed. She further indicated stored properly. _
the stalf had been in the freezer several limas On 8/20/10, the Dietary Manager in-
and perhaps this was why the ice was present. serviced dietary staff on the proper
Interview with the Administrator on 08/19/10 &l way (o fill out maintenance orders for

ato ‘ ) . \
3:30 PM revaaled the compresaor for the walk in. any equipment that is not working
freezer had recently been replaced. properly.

The Dietary Manager/Dletary staff will

7. Observation on 08/17/10 at 11:45 AM revesled complete  daily checks on the

ice bulld up was present on the top of a package .

: igerat rippi ter, th
of sweet potatoes stored in the walk in freezer refrigerator for any dnpymg water ne
undeorneath the condenser unit. freezer for ice build up, and the ice

' machine for loose sealant.
interview with the Dietary Manager on 08/17/10 at On 8/20/10, the Dietary Manager in-

11:45 AM revealod the sweet potatoes would not

iced all dietary staff on the proper
be Used in the cage of ice build up and removed serviced all duetaxy PIop

air drying of dishes and not storing
FORM GMS-2667(02-09) Previous Verslons Obsolete £vent ID: HOBWH Facellity 10: 100284
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them wet. The Dietary Manager/

them from the walk in freezer. Dietary personnel will monitor the

8. Observation .oh 08/17/10 at 5:66 PM revealed proper handling of the clean cups and
Distary Alde #4 transported a dirty food processor pans daily. _

to the dishroom. At 5:59 PM, Dletary Alde #4 ~ [The - Dietary Manager/ Nursing
was observed to reenter the food preparation Manager will observe for proper hand
area with the clean food processor which she . . ' .
reassembied. Dietary Aide #4 was observed to washing techniques once a day 5 times
put on glaves, without washing her hands, and a week.

begin to putee bread.
Indicate how the facility plans to

Interview with Dietary Aide #4 on 08H7/10 at 5:58

PM revealed she should have washed har hands moni.tor 2 performance o ensure that
before putting 'on the gloves and warking wiih the solutions are sustained

residents' bread.
’ The Dietary Manager will complete
weekly reviews in  the dietary
depattment to ensure compliance with
proper storage of chemicals, hand-
washing techniques, equipment is in
‘|proper working condition, cups and
pans are stored dry. Any issues will be
addressed immediately, with findings
reported to the monthly QA committee
and revision as necessary.

Include dates when corrective actio
willbec ted. ' ' 09/10/10
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K 000 | INITIAL COMMENTS K 000 ‘ } .
: Address what corrective action
A Life Safety Code survey was initiated and will be accomplished for those
conalided on 08/19/2010. The facillly was found zegidents found to be affected b
to not meet the minimal raquirements with 42 y - the deficient practice/spegific
Code of the Fedaral Regulations, Part 483.70. corrective action. '

‘The highest Scope and Severlty deflclency
identified was a "D".

K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046 No specific residents were

852D : identified. The battery powered
Emergency lighting of at least 1% hour duration is emergency light at the end of C
provided In acoordance with 7.9.  19.2.0.1. Wing Hall did not function when

tested. The Maintenance Director
notified the September Place that

This STANDARD is not met as evidenced by: the emergency light on their
Based on observation and interview it was property wag not functioning.
determined the tacllity falled to ensure that :
emergency battery powered lighting wais e ,
maintalned according to NFPA standards. 1055 how the will

: identify other residents having the

The findinga include: potentia] to be affected by the

Observation on 08/19/10 at 9:48 AM, revealad the same defigient .
battery powered emergency light at the end of the practice/Explanation of steps
C-wing Hall did not function when tested. The - taken to identify othex areas of
observation was confirmed with the Maintenance same deficient practice.

1 Director. :

Interview on 08/19/10 at 9:48 AM, with the Ec E V ‘resident exiting C ~Wing
Maintenance Director, ravealed he does & ‘thirt ' had the potential to be

(30) second test monthly for the baltery power sﬁp 1 2 2’3’3 afiefted. The September place

emargency light. Further Interview revealsd th - .

Malntenance Director was not aware of the nin pty n . theit maintenance man _

-(80) minute yearly test for battery powerad  Esyhom replace the emergency light on

amergency lights. 8/26/10. The Maintenance
Director tested the emergency

Reference: NFPA 101 (2000 edition) light on 8/26/10.

7.9.2.1* Emergenoy illumination shall be provided
for not less than 11/2 hours in the event of failure

LABORATORY DIRECTOR'S OR PROVID 2 SUEPLIER REPRESENTATIVE'S QIANATURE TITLE ' (%e) OATE

Any deficlancy slatemant ending with an-asterisk (*) denotes a deficlancy which the insfllulicn mey ba axcveed from correcting praviding It I dele/mined that
other safeguarde provide sutficlent proteciion to Ihe patients. (See Inelruations.) Excapt for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of carrecilon s provided. For nuising.homeg, the above findings and plans of carreclion are dieclosabto 14
days foljowing the dale thesa documaents are made avallable o the facifity. It deficlencies are cited, an approved ptan of correction Is requiaite o continued
program participation. . .
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K 048 | Continued From page 1 K 048 The Maintenance checked all
of normal lighting, Emergency lighting facltlles , exits to engure none were
shalt be arranged to provide initial lllumination that battery operated, none found.
is not less than an average of 1 fl-candle (10 lux) ‘
and, ‘at any point, not less than 0.1 fl-candle (1 - q .
lux), measured along the path of egress at fioor M@Mha&wm
lavel. llumination levals shall be permitted to putinto place or systemic -
deocline to not less than an average of 0.6 . -changes made to enguge that the

ft-candie (6 tux) and, at any point, not tess than ficient t. 1 not _
0.06 (t-candle (0.6 : deficient practice will not recur

lux) at the and of the 11/2 hours. A
maximum-to-minimum illumination unitormity ratio The Maintenance Director will
of 40'to 1 shall not be excesdad, test the batfery power

7.9.3 Perlodio Testing of Emergency Lightlng. emergency light, to included in

Equipment. Afunctional tast shall be conduated his m.ont_hly ro‘“‘ds‘ for proper
op every raquired amergency lighting aystem at functioning.
-30-day intervals for not less than 30 seconds. An The Maintenance Director will

annual test shall be conducted on every required
battery-powerad emergenay lighting system for
not legs than

11/2 hours. Equipment shall be fully operational

for the duratlon of tha test. Written reqords of ' Indicate how the facility plang

test it for 30 seconds and yearly
for 90 minutes.

visual inspactions and tests shall be kept by the to mgnitor its performance to
;‘\:.rlrs\glrcft?; r:nspecﬂon by the authority having ensure that solutions age
Excaption: SeIf—teétlng/selr-diagnostlc. gustained

battery-operaled smergency lighting equipment

that automatically parforms a test for not less The Maintenance Director will

than 30 seconds and diagnostic routine not less T
than once every 30 days and indlcates failures by %og the.gndt;?igzmcfﬁt;ﬂy' Any
a slatus indicator shall be exempt from the 5§ues ldentitied wallbe
30-day functional test, provided that a visual addressed immediately, with
inspection is parformed at 30-day Intervals. findings reported to the

monthly QA committee and
system revisions as necessary.

Incl ates when corgective

action will be completed. 8/26/10
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